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THE War has brought sharply to focus the
need for a permanent organization for dis-

aster relief in civilian communities. Since the
beginning of the war several disasters have been
handled by Civilian Defense Organizations and
have thus proved this need. The adoption of a per-

manent organization, therefore, based on the pres-

ent Civilian Defense set-up, seems desirable. (See
references.)

If some thought and preparation are given to
preparedness, there cannot be the six hours of
chaos and confusion that have been known to
exist in the past after a disaster.

This issue of the CALIFORNIA AND WESTERN
MEDICINE deals with the Emergency Medical
Service. Rescue work is a separately-trained and
operated division, that must function in close
co6peration with the Medical Division. Housing,

t Explanatory Note. Concerning Four Sym-
posia to appear in issues of October, November,
December and January.

In every war there is a tendency to neglect the
health, the safety, and the nutrition of those who
are behind the lines. Famine and pestilence are

facts of war and can be crucial factors in victory
or defeat. Our present war is so large and is last-
ing so long that we will need to be especially alert
well beyond the cessation of hostilities.
With the desire to promote optimal health in

our civilian population four symposia have been
compiled. These have been gathered as follows:
(1) Symposium to appear in October issue, on

Disaster Relief, by Henry Gibbons, III of San
Francisco; (2) Symposium in November issue,
on Communicable Diseases, by Edward B. Shaw,
of San Francisco; (3) Symposium in December
issue, on Nutritional Problems, by Dwight L.

Wilbur, of San Francisco; (4) Symposium in
January issue, on Industrial Medicine, by Ruther-
ford T. Johnstone, of Los Angeles.
A special committee, appointed for this project

by Council Chairman Gilman, consisting of
Howard F. West, J. Homer Woolsey, and
Fletcher B. Taylor, chairman, wishes to express
sincere gratitude for the work done by each con-

tributor.

* One of several papers in a Symposium on "Emergency
Medical Service in Wartime." Papers collected by Henry
Gibbons, III.
From the Office of the Chief of the Emergency Medi-

cal Service for San Francisco Civilian War Council.

food, clothing, etc., are problems handled by the
Emergencv Welfare Services and the Red Cross
Disaster Relief Service.

Successful emergency medical work depends
on thtree important things:

1. Tbe persence of a Mobile Medical Team at
an incident.

2. Prompt and adequate ambulance service.
3. Immediately available medical care at the

hospital or casualty station.
First-aid procedures, in the field of communi-

ties with hospital service available, are restricted
to stopping hemorrhage, immobilization of frac-
tures by simple and quick splinting, prevention
of shock, and relief of pain with opiates if neces-
sary. First-aid stations are usually not desirable,
since adequate treatment can be given only in
hospitals. Rapid transportation of all injured to
the hospital is the best procedure. Casualty sta-
tions can be operated in isolated districts remote
from a hospital, or near a hospital in order to
handle the minor injured and prevent overcrowd-
ing of hospital facilities. They are staffed with
doctors and nurses.
The Emergency Medical Service for Civilian

Defense is made up of doctors, nurses, dentists,
and auxiliary personnel, each with a specific
assignment. It is now opportune to plan to con-
tinue an active roster of doctors and nurses, and
such auxiliary personnel as may be needed for
each unit. All professional people can easily con-
tinue this specific assignment to a hospital or
casualty station accessible to them, with the under-
standing that they are to report there in case of
emergency.
There are three important sections comprising

the Emergency Medical Service:-
The Field Casualty Section.
The Hospital Section.
The Nursing Section.

FIELD CASUALTY SECTION

The Field Casualty Section consists of:
I, a Field Casualty Service (with its Mobile

Medical Teams and equipment, organized at hos-
pitals), stretcher teams, casualty stations, ambu-
lances and other transport;

II, a Casualty Information Service; and
III, an Emergency Mortuary Service.
This section also maintains a source of supply

of blood plasma for the field.
HOSPITAL SECTION

Arrangements with general hospitals for the
maximum expansion of their normal facilities for
the reception and care of casualties in an emer-
gency should be maintained. Hospital traffic must
be controlled with the help of the regular or
auxiliary police.

NURSING SECTION

The Nursing Section is responsible for nursing
participation in the Emergency Medical Service.
Nurses are listed and classified in the local com-
munities, so that in an emergency they may be
mobilized for immediate duty. This work is done
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TABLE 1.-Diagram No. 1: Plan of Organization
CHIEF, EMERGERMj*EDICAL SERICE*

ZONE DEPUTY CHIBEF5'EMERG"C YMEDICAM SERVICE
M{ed. Property 6jidr Med. Personnel Ofier Me Tra. Offcer Nurse Deputy Deputy Chief, Field
In charge of all C.D. In charge of recruit- Recruits and organizes Keeps an up-to-date Cas. Serv.

supplies. ing and assigning,/emerg. med. vehicles"file of nurses enrolled 1. Supervises organiza-
volunteers of E.M.S. (ambulances, sitting in C.D. and assigns tion of Mobile Med.

case cars, medical field them to their posts. Teams tand Casualty
team trans.) Stations. (May be

more than one dep-
uty to divide duties..).

a. Chief, local Emerg.
Hosp. Serv.

b. Med. Chairman Red
Cross.

2. Helps organize C.D.
dlrills.

Chairman Ho'spital Comm. Med. Ga8 Officer Director Public Health
Organizes the hospitals for C.D. Recruits and organizes dentists Colperates in problems of health

operations. and pharmacists manning gas and sanitation for which he is
cleansing stations for treating in- responsible.

jured war gas casualties.

* May be 1. Separate official, 2. Local Health Officer.

TABLE 2.-Diagranm No. 2: Plan of Care of InjirMd

Rescue Squad
Acts at direction of

Rescue Captain.

SITE OF Mobile Medical Team I Stretcher Teaym
INCIDENT M.D. acting as Incident Phy- - May be called to assist insician directs first-aid and transporting casualties.

disposition of casualties.

( 1) Auxiliary Ambulances ]
TRANSPORTATION I ..- Transport injured to

ZONE ~~Fir-st-Aid Post Il () Hospital. Coronter's VehicleZONE Set up at large - ~~(2)Sitting Case Cars Transpnorts those certifiedESet up at large Transport minor injured to dead Dy incident Physician.I_ Incident. Casualty Stations, d/

Casualty Stations
Casualty Receiving Hospitals (Staffed with local medicaland first-aid personnel) Re-

ZONE OF Receive and treat ambulance ceive and treat minor injured
SAFETY cases. cases.

by the Nurse Deputy. This section also co6per-
ates with the Public Health Department and the
Red Cross in the organization of a Home-Nurs-
ing Program that provides for organized home-
nursing care after an emergency.
The Health Officer should develop plans for

prompt and appropriate action during and after
anv disaster to insure:

1. Maintenance of safe water, food, and milk
supplies.

2. Sanitary disposal of sewerage and pu-
trescible wastes.

3. Sanitation at mass-feeding centers, rest cen-
ters, casualty stations, and other temporary facili-
ties for emergencies; and

4. Control of communicable diseases.
Since large-scale enemy action is only a slight

possibility on this coast now, the maintenance of
emergencv control centers and the drilling of
their entire personnel is no longer practicable.
Each department in regular civic functions can
handle its own problems in its particular manner.
There should be provided, however, an informa-
tion center with proper emergency communica-
tions where the chiefs of each service of the
locality meet in an emergency to direct and co-

ordinate activities. It is still recommended that
drills of the Emergency Medical Service be held
on the average of every six months for the
Duration. The other articles in this issue outline
standard emergency procedures that can be
adopted in order to simplify and make more
effective operations in the field and in the hos-
pitals.
The articles presented in this symposium may

serve as a guide for standardizing emergency
medical operations. Each state medical, nursing,
and hospital organization can better perpetuate
the Emergency Medical Service by asking all
communities to maintain up-to-date rosters of
professional people assigned to this service, and
also seeing that they continue to maintain emer-
gency equipment and facilities in all hospitals.

3491 Pacific Avenue.
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BURNS*

HARRY M. BLACKFIELD, M. D.
San Francisco

l T is now recognized that the treatment of a
severe burn should be aimed at the prevention

of its two major complications, shock and infec-
tion. It is a great deal easier to prevent or treat
these complications early than to relieve them
after they have developed. Many types of local
therapy have merit, and two of these will be dis-
cussed later. All are agreed, however, on the
therapy'necessary for the prevention and treat-
ment of shock in a severe burn. The mortality
which previously occurred early in severe burns
has been greatly reduced by the use of adequate
transfusions of plasma. It must be remembered
that, though it is not always possible to carry out
ideal therapy, care can and should be taken not to
institute therapy which might be harmful. Few
surgical conditions necessitate the wide know-
ledge and meticulous care that a severe burn
does.
EMERGENCY CARE AND FIRST-AID TREATMENT

All patients with severe burns must receive im-

* One of several papers in a Symposium on "EmergencY
Medical Service in Wartime." Papers collected by Henrv
Gibbons, III.
From the Department of Surgery, University of Califor-

nia Medical School.

mediate treatment for shock. Thev should be
placed in a supine position and given an injection
of morphine. At least one-half grain is necessary
to alleviate the severe pain, and to help combat
the shock which accompanies an extensive burn.
If it is anticipated that the patient will be im-
mediately transported to a hospital, no local ther-
apy should be carried out except to prevent the
burn from being contaminated during the period
of transportation. If possible, sterile gauze
should be applied to the burned area and, if this
is not available, clean linen should be used and
the patient covered with a blanket or some article
of clothing to keep him warm.

If it appears that it will be impossible to hos-
pitalize the patient in less than two hours, local
treatment may be carried out as follows, if the
materials are available. No effort is made to
remove more clothing than is necessary to expose
the burned surfaces. Rings should be promptly
removed from the fingers of burned hands.
Burned surfaces may be covered with a sterile
boric ointment, petrolatum or 5 per cent sulfa-
thiazol water-soluble jelly spread on a layer or
two of fine mesh gauze (44). Large gauze
dressings or sterile cotton waste is placed over
these dressings and the entire dressing bandaged
firmly in place. If the burn is on an extremity,
a splint will simplify its handling and offer a
more comfortable means of transportation. Oint-
ments or jellies containing tannic acid are no
longer recommended for the first aid treatment
of burns, and should not be used. A certain pro-
portion of burns become infected by organisms
present in the skin about the burn. A still
larger proportion become infected by organisms
later introduced into the burned area. For this
reason every effort should be made to minimize
secondary contamination. With these facts in
mind it is important that the patient and all at-
tendants handling burn cases should be capped
and masked if it is possible. If it is impossible
to cover the burned area with sterile gauze, all
efforts should be made to keep from contaminat-
ing the burned area. The injection of undiluted
plasma intravenously should be instituted as
soon as possible.

DEFINITIVE TREATMENT

The definitive treatment of a severe burn should
be carried out as soon as the patient reaches a
location where the facilities are adequate, and the
patient will remain sufficiently long to receive the
treatment. The first consideration, of course, is
the treatment of shock. Additional morphine is
usually required and the transfusion of plasma
should immediately be instituted. Since every
severely-burned patient will require plasma, its
administration should 'be started immediately
without waiting for laboratory reports. Those
who are responsible for the treatment of exten-
sive burns should be familiar with the Berkow
method of estimating the extent of cutaneous
lesions. After figuring the percentage of the
body which has been burned, it is possible to
estimate roughly the amount of plasma required
for the patient during the first 24 hours. If the


